to taste and smell foods (Sloane et al., 2008; White, 2005) , which can lead to decreased appetite (Castellanos, 2004) and weight loss. Side effects of medications are also cited as increasing risk for weight loss (Castellanos, 2004; Sloane et al., 2008) and malnutrition (Sloane et al., 2008; White, 2005) , whereas cognitive impairment (Kayser-Jones & Schell, 1997; Sloane et al., 2008) and depression (ADA, 2005; Sloane et al., 2008) , both of which are commonly seen in the older people, can negatively affect food and fluid intake. Environmental factors such as dining room features, mealtime distractions, and quality of food have also been found to influence dietary intake (Yen, 2003) .
Although still relatively small, there is a growing body of literature on the dining experience in LTRC, and its importance in residents' quality of life (Carrier, West, & Ouellet, 2009; Castellanos, 2004; Mathey, Vanneste, de Graaf, de Groot, & van Staveren, 2001; Ruigrok & Sheridan, 2006) . In 2014, Vucea, Keller, and Ducak conducted a systematic review of 58 mealtime intervention studies to determine both their usefulness and feasibility. They concluded that multicomponent (i.e., environment, staff training, social ambiance) and multilevel (resident, staff, system) interventions appeared to be potentially beneficial, but further research is required. As reported by Keller et al. (2014) , there are various factors influencing mealtimes, including but not limited to restrictions on the time allotted to dining, staffing levels and competing demands placed on staff, staff training, resident needs/abilities, environmental features, and funding for food provision.
Residents often look forward to mealtimes; however, these are also among the busiest work times in nursing homes (Lopez, 2006) . In some jurisdictions, higher complexity in resident needs combined with austerity measures in publicly funded LTRC homes results in insufficient staff, burdened with heavy workloads (Banerjee, 2009; Shapiro & Seeley, 2009) , and competing responsibilities. These limit the amount of time available to assist residents with the physical aspects of eating, let alone with providing social support or even a little conversation. With many residents at risk for malnutrition, choking, and needing support ranging from verbal encouragement to total dependence on staff, assistance with eating requires time and expertise (Kayser-Jones & Schell, 1997) . For example, if fed forcefully and too quickly, residents with dysphagia are at risk of aspirating, and adequate knowledge of proper strategies, along with supervision, is required (Kayser-Jones & Schell, 1997) .
In this study, we focus on mealtimes in purposely selected government-regulated and funded LTRC homes in Germany, Norway, and Canada. Dining maps are used to illustrate how the dining experience is shaped by various factors including meal service type, staffing levels, and the presence of informal care providers. Drawing on the dining maps, we demonstrate how work organization gets more complicated with fewer staff, more residents with complex needs, and a more detailed division of labor. We illustrate the unpaid work by volunteers, students, and family members that happens during meals, and how this highlights the need for more staff. Dining maps are further drawn upon to problematize the kitchen location and both dining room space and size for their contribution to facilitating or inhibiting quality dining.
Method
Team-based rapid ethnography (Baines & Cunningham, 2013 ) within a feminist political economy framework was used for the larger project entitled Re-imagining Long-term Residential Care: An International Study of Promising Practices (Re-imagining LTRC; Principal Investigator [PI] , Pat Armstrong) in which we explored practices and processes that enabled positive work and care conditions (York University, 2014) . This methodological approach was also used for a Canadian study conducted in one urban jurisdiction entitled Invisible Women: Gender and the Shifting Division of Labour in Long-term Residential Care (Invisible Women; PI, Tamara Daly) in which interrelationships between formal and informal care provision were investigated (Daly, 2017) . Feminist political economy views social relations such as gender, race, and class as central and unequal, and connected to and shaped by historical, political, and social forces (Braedley, 2013) . Emphasizing relationships, feminist political economy allowed us to investigate the relational aspects of both paid and unpaid care work in LTRC, which is primarily done by women and has historically and continues to be undervalued (Armstrong & Banerjee, 2009) . Using rapid ethnography within this theoretical approach, we were able to explore the work and care experiences of staff, families, and residents of LTRC within their social locations and make connections to such aspects as funding, regulations, practices, structures, and larger sociopolitical forces that direct and determine their everyday realities.
Rapid ethnography is an innovative form of ethnography that uses multiple methods, including interviewing, observation, and analysis of documents, to gather data from different sources over a short time frame (Baines & Cunningham, 2013; Beebe, 2014) , thereby effectively facilitating a multilayered analysis of LTRC. Methodological approaches for both studies included interviewing, observations, and documentary analysis. For the Re-imagining LTRC project, the "site-switching" variant that was employed involved foreign and local team members being paired in each of the site studies to allow for observation through "fresh eyes." Another component of the larger study was the conducting of "flash ethnographies" during our weeklong site studies. After conducting the full ethnography in one home in the same jurisdiction, providing background for further study, the team carried out a concentrated version at a second home. Investigators were faculty members and students who came from different disciplines such as medicine, nursing, social work, sociology, literary and Canadian studies, economics, and architecture. Teams of 12 to 14 conducted interviews with management, health providers, support staff, informal care providers, union representatives, residents, and family members, along with observation of all shifts in a total of 27 sites in Germany, Norway, Sweden, the United Kingdom, the United States, and Canada.
The dining maps were developed in the Invisible Women project by Tamara Daly and then adopted in the international study, and have evolved to demonstrate the complexities of work activities that unfold during the mealtimes in LTRC. For this article, two German and one Norwegian site were selected because Ruth Lowndes and Tamara Daly were involved in data collection in these particular locations. All authors of this article, along with other team members, were involved in the weeklong site study at the Canadian location, which was part of the Invisible Women project. A total of 74 in-depth interviews were conducted at the four sites. In total, 51 dining maps that captured mealtime activities at breakfast, lunch, and supper during the week and on weekends in Canadian, Norwegian, and German sites were analyzed to (a) provide a cross-jurisdictional comparison of mealtime work organization and (b) to illustrate the time spent by formal and informal care providers assisting residents with eating.
Settings
The four research sites were government-funded and regulated facilities. The 88-bed home in Norway had 22 dedicated LTRC beds. The first Germany site was a 90-bed Catholic LTRC home operated by a charitable organization. The second home in Germany with 130 beds was owned by the municipality and managed, along with four other LTRC facilities, by a private organization. The Canadian site was in an urban area, had 391 beds, and was a culturally specific charitable LTRC home, managed by a for-profit chain organization. All sites provided nursing care 24 hours per day for residents with varying degrees of cognitive and/or physical limitations necessitating living in a nursing home.
Data Collection
Ethics approval was obtained for the Re-imagining LTRC project through the York University Office of Research Ethics and for the Invisible Women study through York University and the Université du Québec à Montréal. All participants involved in interviews read and signed informed consents. A total of 25 in-depth interviews were conducted in Germany Site 1, 8 in Germany Site 2, 18 in Norway, and 23 in the Ontario site, and were audio recorded and transcribed verbatim. Interviews with German and Norwegian-speaking participants were conducted alongside researchers who spoke the respective language and/or a professional translator, and these were also audio recorded and transcribed. Weeklong observations, preceded by pre-interviews and documentation establishing the context, were conducted by researchers in teams of two during daytime and evening shifts in the Norwegian, Canadian, and one of the Germany sites. The second Germany site was a flash ethnography (described above).
For observational fieldwork, we used Spradley's (1980) principles as one strategy to gain insights by paying attention to multiple features of the social setting. For example, to prepare the dining maps, we closely observed mealtime work sequences and activities of residents and paid/unpaid workers and used these maps as one of the "ethnographic records" (Spradley, 1980, p. 63) . Researchers also preserved these insights through the development of detailed observational fieldnotes that followed the principles outlined in Writing Ethnographic Fieldnotes (Emerson, Fretz, & Shaw, 2011) . The 51 dining maps included in this sub-study, which were part of the observational process and similar to fieldnote taking, were completed on paper while researchers watched the unfolding of the various mealtimes (see Dining Maps: Figure 1) . The maps were then transcribed into PowerPoint format using symbols that represented the dining tables with the size and shapes formatted to resemble each dining room. Resident identifiers included gender, mobility, and level of ability to eat (independently, with some assistance, or requiring total assistance). The following symbols were developed for residents: (a) the squares were black if a resident was mobile and white if a resident was in a wheelchair; (b) women were represented as circles, men as triangles; and (c) white depicted a resident who could eat independently and the darker shading inside the shape indicated the person needed some to total assistance with eating. For those providing care, the semicircular symbols around the tables were used to represent both formal and informal care providers, distinguished by acronyms explained in individual maps, who were assisting residents in the dining room at each meal. The arrows were used to show workflow. For example, when a staff member or informal care provider (i.e., student, family member, volunteer) moved from resident to resident during the meal assisting in varying degrees, the arrow indicated the direction, with the amount of time spent assisting each resident noted beside the worker's symbol (see Figure 1) . Finally, each map indicated whether there was an open unit kitchen or an enclosed servery, a separate area in which dietary staff prepare and plate food.
The dining maps combined with interview data collected from residents, staff, and family members provided a large amount of rich data to draw on regarding mealtime complexities, and the facilitators and barriers to quality dining.
Analysis
In rapid ethnography, data intensity, in both collection and analysis, substitutes for the shorter time in the field (Knoblauch, 2005) . To accommodate for the tighter timelines in the field without sacrificing richness and depth of data, document reviews of reports and websites are done beforehand (Millen, 2000) , along with pre-interviews, to establish the context. Prior to each site visit, researchers reviewed background documents, reports, websites, and other relevant materials, and pre-interviews were carried out by the PI and local coinvestigators. Group meetings to present and discuss data (Knoblauch, 2005) were an integral part of the research process, and were held before, in the middle, and at the end of each site visit, in addition to regular monthly and annual team meetings. Data analysis began as a collective endeavor in these meetings. Monthly seminars throughout the project extended the reflections. In both projects there were three types of triangulation: data, investigator, and methodological (Denzin & Lincoln, 2000) to ensure multiple perspectives (Beebe, 2014) . All data sources, including interviews, observations, and the dining maps, were analyzed using an iterative approach while attending to and making connections with the overarching policies and practices that coordinate food provision and set up conditions for dining in government-regulated nursing homes. The dining maps, used as a methodological tool for capturing mealtime work complexities, were completed at each facility during various mealtimes and on different days of the week to determine differences and similarities in such aspects as work organization, presence of informal care providers (family members, paid companions, volunteers, students), and time spent in the dining room. The dining maps were analyzed both separately and as a group within and across jurisdictions. The observational data simultaneously collected in fieldnotes during mealtimes were analyzed in conjunction with the dining maps. The site visit data provide examples and are not meant to generalize across jurisdictions or other boundaries but are rather intended to capture the rich complexity of the dining experience for staff, informal care providers, and residents.
Findings
The findings from our comparative analysis are reported in this subsection. Drawing on interview and observational data, we offer a synopsis of how food is socially organized in each of the four research sites, before highlighting through the dining maps how these differences can either create or impede a pleasurable resident dining experience in terms of the amount of time afforded for eating and opportunities to relax and socialize during the meal. We further explore how outside forces such as food service and staffing decisions, regulations, and policies combine to shape the dining experience in LTRC homes across jurisdictions.
Food Service Provision Across the Four Sites
The food services differed between homes. At the two German sites, food was prepared on-site, and some items were prepared from scratch on the units, which had full kitchens accessed by staff and residents. At the Norwegian site, food services were contracted out. The main meal was prepared off-site via a cook chill method, and brought in plastic packages that were divided, stored, and brought to units in heated carts once each day. Supplies were ordered, and light items were prepared by care staff on the units for the other two meals. The Canadian location had an on-site central kitchen where food was cooked and then taken to unit serveries, with preparation completed and food plated by dietary aides.
Site-Specific Details
Germany: Site 1. The first Germany site study was carried out in a LTRC home where half of the residents spent their day in one of five common shared units, each accommodating up to 12 people. As described by a manager, the model followed an outpatient style, not an area or floorbased style. Thus, residents were based on a unit but were not restricted to any particular floor. There were no locked doors anywhere, and residents could come and go as they desired.
There was a central kitchen on-site, and according to the food manager, local produce (including organic items) was purchased, and a local bakery was used for pastries. A total of 250 meals were produced each day, some of which went to other facilities. This home had a main public cafeteria where half of the residents ate their meals, along with staff, and food was available all day. Some meals and sometimes parts of meals were prepared in the kitchen, taken to the units in a hot meal cart, and served by residents and staff, whereas other meals were prepared in the common shared units (supplies were ordered by staff and sent to each unit three times per week). A manager explained that the main aim was to make use of resources the residents still had, so they were able to access all unit kitchen amenities and perform domestic duties if they wished.
There was no dietary staff in the common shared units. The care staff (including qualified care workers, or nurse equivalents in Canada, as well as care aides, care assistants, apprentices, work fare workers) and some of the residents prepared and served breakfast and lunch, often cooked part or all of the hot supper meal, and cleaned up after meals. We discovered, because care staff was responsible for food provision, there was flexibility in both the timing of the meals and the length of time spent in the dining room. Furthermore, the 110-strong apprenticeship program operating in this facility more than doubled the number of workers. For example, this arrangement allowed for five staff members to be in the dining room with 11 residents at one particular meal, which facilitated a calm, relaxed dining experience (see Figure 2 ). The intimate dining areas with two tables each seating six in the common units also had a homey, less institutional feel than bigger dining rooms we observed in some sites.
Residents helped other residents requiring assistance at this LTRC home, illustrated in the dining maps (see Figure 3 ). Residents were paid a nominal amount to prepare and serve food, and clean up as part of their routine day. The fieldnote in Figure 2 demonstrates resident involvement with one peeling potatoes whereas others made a punch for the next day's celebration (see Figure  2 ). The following vignette, which was developed from observational fieldnotes, reveals the extent of resident mealtime involvement.
[It's] 4:30 and pizza preparation [for dinner] is underway. One of the residents is unloading clean dishes from the dishwasher and re-loading dirty dishes. He is doing it on his own: some things he puts away in the cupboard, other items he leaves on the counter and one of the assistants puts them away later . . . The qualified elder care provider . . . is working on the pizza dough, but at the same time, very aware of what each resident is doing . . . and there are two to three apprentices in and out of the room as well . . . Meanwhile, another resident is starting to cut peppers and onions for the pizza, using a sharp paring knife. Another resident is adding parchment paper to the baking tray in preparation for the pizza to be baked. The nurse helps him cut the paper. There is considerable chatter in the room, a very active, warm, home-like feel. Another resident walks from the table, where he is sitting at the island where there is a bowl of fruit, and he takes an apple. One of the apprentices asks him if he wants it peeled. The apprentice then brings him a peeler, encouraging him to move to one of the tables to work on his apple. And he proceeds to peel the apple, cut into pieces and eat it. This resident seems to be a potential wanderer. The residents were meaningfully engaged in mealtime preparation, working together with staff to make their supper from scratch. Some food was cooked right in the unit kitchen, enabling a more homelike dining experience including the cooking aromas and familiar kitchen noises like the dishwasher running. Staff also facilitated resident independence by, for example, encouraging even those with significant cognitive impairment to peel and cut their own apples. Meals were not rushed because there was sufficient staff who could also sit and visit with residents. This observational note taken at a lunchtime meal provides an example:
11:55 a.m. The apprentice is handing out soup in ceramic bowls with handles, while another sits with a resident for 10 min (not feeding or assisting). She gets up to help another resident by pushing her chair closer to the table and then sits again by a resident. There are four staff in the dining room. (Germany Site 1 fieldnote)
As indicated in the dining maps, illustrated in Figures 2 to 3, the presence of many apprentices and staff members on each shift (observed staff to resident ratio of between 1:3-4) resulted in a nonrushed dining experience. Care providers were able to take time to sit and Note. This map was created on a Tuesday lunch, which extended from 11:55 a.m. to 12:41 p.m. There were 11 residents present, 1 qualified care worker, 1 work fare worker, and 3 apprentices. Staff and residents work together to prepare, serve, and clean up. The notes accompanying the diagram: Before lunch one resident peels potatoes, whereas others make punch for the May Day Party. During lunch, it's a relaxed atmosphere. There is talk among residents and staff.
socialize with residents during the meal, engaging in lively conversations and singing together. The dining spaces were intimate with full open kitchens to enable food aromas, and resident involvement that promoted an idea of home. Food was also organized in a manner that facilitated flexible and extended mealtimes because some food was prepared on the units and care workers, along with residents, were responsible for making and serving all meals and cleaning up. Family members were also observed visiting at mealtimes, helping, and enjoying the company of staff and other residents in this relaxed atmosphere.
There are seven residents sitting in the common unit with one care assistant . . . she is sitting with the residents at one table having discussion in German with a family member (a daughter of one of the female residents) . . . [The care assistant] sits talking with residents . . . The daughter continues to chat with her mother and the other female resident at the table. The daughter asks two residents in the room if they want water "vassa" and pours them glasses. There are bottles of water on tables, always available to the residents. Two residents start to sing and the daughter soon joins with a song she knows. Now all three are singing and laughing. Two more start repeating the words and laughing. (Germany Site 1 fieldnote) Germany (flash site visit). The second Germany site, where the team carried out a 1 day flash ethnography, had an on-site kitchen, main level cafeteria, and common living units with full kitchens. Food was produced with a cook chill method. In this system, food arrived already cooked and chilled, and later the containers reheated in food warmers before being transferred to metal carts that could Note. This map was created on a Friday breakfast, duration between 9:00 a.m. and 9:53 a.m. There were 10 residents present, 1 qualified care (QC) worker, 1 apprentice, and 1 resident helper. The notes accompanying the diagram are as follows: At 9:01 a.m., all are waiting for breakfast. A male resident pours coffee. At 9:04 a.m., the QC worker serves one plate of meat and cheese per table while a resident hands out bagels. He then spreads margarine on one man's bagels. Milk is spilled and both staff and resident clean it up. The male who needed assistance struggles with a package of cheese, but eventually opens it himself and eats it independently. The QC worker pours out Quark and muesli and serves it to each person. She then puts cheese on a man's bagel. At 9:13 a.m., the apprentice comes in with the woman in a wheelchair and sets up the resident. It is a quiet meal; one resident helps clean throughout.
be plugged in before being used to distribute food to the units. On the units, staff was free to bake or make additional meals. As was the case in the other Germany home, there were no dietary staff members per se in the living units preparing and serving food; rather, care staff carried out this task. Also similar to the other Germany home, there were bottles of water on the tables in the dining room and on small tables in the hallways.
The living unit in which Ruth Lowndes observed accommodated 18 residents (15 residents were in the dining room during observations) who had assigned seating (see Figure 4 ). There were four staff members, who prepared and served the lunchtime meal. Residents did not assist with serving food or cleaning up in this common unit.
Food was tailored to individual needs, with different items offered to each person. Although there were 15 residents, many of whom needed assistance, for the most part staff was able to sit uninterrupted with each person until they completed their meal. One care assistant served whereas others helped one resident at a time spending between 3 minutes to 27 minutes with each person. There was no rush to finish because time in the dining room was not restricted, with preparation for the meal starting at 11:25 a.m. and finishing after 12:45 p.m. The team leader engaged in helping a resident who needed total assistance, and this less rigid division of labor created a more relaxed atmosphere by having more people to help during the busy mealtime. This was augmented by the family member who helped her relative, who required total assistance, throughout the entire meal.
Norway. The on-site main kitchen in this care home was used primarily for food storage, employing one kitchen worker to organize and distribute food when it was delivered. The precooked and packaged supper meal was ordered and purchased, one for each resident per day, from a central kitchen in another nursing home. A manager stated,
The food gets delivered three times a week, chilled and vacuum packed. We keep it in cold storage until the day when it should be eaten, which is written on the pack. Then they reheat it in the unit . . . Each unit also orders cupboard staples and milk every day [to make breakfast and lunch], which they collect from the kitchen at the same time as they Note. This map was created on a Monday, during lunch between 11:25 a.m. and 12:55 p.m. There were 15 residents present, 2 care assistants (CA), 1 team leader (TL), 1 family member (Fam), and 2 apprentices (Appr). The notes accompanying the diagram: Kitchen activity is relatively quiet, not rushed. One person continues to serve while the other three staff members feed residents one at a time. Food is tailored: People are given different items, that is, one person is given beets in a bowl. The stools used for feeding are wood, no back, and do not move. At 12:55 p.m., a few residents are still at tables. The family member is the only person still assisting a resident with eating.
collect the vacuum packed dinners." (Norway, interview with manager)
In contrast to the first Germany site where food was made fresh on-site and often in the individual common units, in our interviews and observations, staff and residents complained about the quality of food and lack of variety at this home.
The three living units or "groups" (with full kitchens, dining, and lounge areas) each accommodated between six and eight residents. There were two staff members per group on the day shift during breakfast and lunch mealtimes, and one staff per group on the evening shift covering the supper mealtime. There were no volunteers or paid companions (carers hired and paid for by family members). Residents did not assist with preparing or serving of meals. We found this arrangement of having small numbers of residents split between three living units, although similar to the common units in the two Germany homes, did not work in terms of providing uninterrupted care as well due to fewer staff. Residents were often left unattended during meals while staff carried out other tasks, as indicated in this observational note taken during a breakfast meal, which accompanies Figure 5. 9:30 a.m. The assistant is still not back to the kitchen . . . The woman with the oxygen, who was wheeled in last, is at one point looking for something around her plate. The staff member in charge of residents' breakfast was drawn out of the dining room numerous times throughout the meal, leaving the residents alone while she carried out other responsibilities. Observations during different meals throughout the week reinforced this. Residents were often left unattended while dining due to the observed low staff to resident ratio of between 1:6 to 8 (Figures 5-6 ). Here too, as the dining map note indicates, residents complain about the poor food quality (Figure 6) .
A family member, who came in everyday to visit her husband in this facility, worried that she needed to be there to assist him with meals or he may not eat. She stated that she had asked staff, for example, on this particular day if he had eaten; the affirmative reply was that he had because he was seen chewing. However, she found his bread on the floor and he was in the process of eating his napkin. The family member explained that it had happened before that he didn't have anything to eat because Note. This map was created on a Sunday, during breakfast from 8:55 a.m. to 9:50 a.m. There were 6 residents present, and 1 assistant who prepares, serves, and cleans up. The notes accompanying the diagram: At 8:55 a.m., residents are in the dining room eating. Menu: whole wheat bread; two plates of meat, cheese, and tomato; coffee, juice (two choices), and 2 women have a glass of milk. The assistant is a young Vietnamese woman, who is in and out of dining room numerous times during the breakfast hour. Breakfast is quiet and leisurely, with no rush to finish.
he has trouble eating without assistance. Her fear was that he would not be assisted by busy staff so she felt she needed to be there during meals to ensure that his basic needs would be met (Norway, interview with family member).
The time allotted to dining in this home was flexible. An excerpt taken from an observational note during one of the breakfast meals described this flexibility.
8:42 a.m. There is one gentleman in the kitchen for breakfast. He sits quietly. The registered nurse (RN) states that only one man eats breakfast in Group 1. Three residents eat in bed, one is fed in bed, one eats late at 10 a.m., and one man goes for a cigarette and "eventually" comes in to eat. (Norway fieldnote) This observation was corroborated by a manager, who stated "Resident[s] can take as long as they like to eat and they can also ask to have their food reheated later than the normal dining time" (Norway, interview with manager). This was accomplished by having care staff preparing and serving the meals and by having no restrictions placed on time spent in the dining room. Residents were also given the choice to eat in their bedrooms, which some residents preferred. As indicated by the dining maps, the residents took as much time as they desired to enjoy their meals in the common unit ( Figure 5) .
Ontario, Canada. Food was prepared on-site in a central kitchen. On the unit, there was one servery situated between two dining rooms that accommodated 18 and 46 residents, respectively (Figures 7-8) . The dining maps show the much larger dining space accommodating 46 residents, which is in contrast to the European sites that held between 6 and 15 residents. The dining room that held 18 residents was small, and assistive walking devices were observed in the hallway during mealtime to save space. Two dietary aides prepared and plated food in the enclosed servery and cleaned up, contrasting with how these jobs are done by care staff in the European homes. Mealtimes were set and adhered to in the Canadian home, and residents' time in the dining room was restricted to 1 hour to contain dietary staffing costs and reflecting regulations. Residents required varying levels of assistance with eating and we found the dining hour was rushed. Staff was extremely busy, getting residents to the dining room in a timely manner, wheeling/walking them to their assigned seats, trying to keep those who wandered from leaving before their meal was brought, and necessarily going quickly from resident to resident to finish within the allotted time frame of 1 hour (see Figures 7-11 ).
Residents were frequently fed quickly, and often two or more residents were assisted at once to save time (see Figures 7-11) . A dietitian confirmed this observation:
So what we try to do, and I work with the nursing directors to do this, is we try to place people in tables so that one person is feeding two so that it allows time for the person to actually swallow . . . The idea is you're supposed to give one spoon to this person and one spoon to that person, uh, so that Note. This map was created on a Thursday, during dinner from 4:30 p.m. to 5:05 p.m. There were 6 residents present, and 1 assistant. The assistant prepared, served, and cleaned up during the meal. The notes accompanying the diagram: There was a lot of complaining among the residents about the food and that they were left alone when the meal ended.
you allow them that time in between spoonfuls to swallow properly. Um, there are some people that are very difficult feeders. You have to be one on one and you have to focus on them otherwise it won't work, right? So we try to seat people to maximize the amount of assistance with the number of staff that we have available. (Ontario interview with dietitian)
The low staffing levels clearly affected the time that could be taken to assist residents with meals. " [W] e always need more hands and I think that sometimes people get either rushed to be fed or, you know, left out" (Ontario interview with dietitian). We observed this, and noted that residents who required help often sat for periods of time before being assisted with eating. As illustrated in Figure 7 , although the supper hour started at 5:00 p.m., the RN started assisting the resident at 5:25 p.m., and in Figure 8 , the resident received assistance at 5:45 p.m. There are numerous examples of staff assisting a resident with eating for 2 minutes to 4 minutes, then stopping to carry out another task, then returning to the resident sometimes two or three times before completing their meal (see Figures 7, 8, and 11) . During a weekend supper meal, when there were no students, volunteers, or recreation therapists on the unit to help and few family members visiting, three residents were assisted at one time by a care aide (or Personal Support Worker [PSW] in Ontario) for a total of 17 minutes (Figure 11 ). Another care aide went between two women, starting at 5:31 p.m. and finishing by 5:54 p.m. for Note. This map was created on a Friday, during dinner from 5:00 p.m. to 6:00 p.m. There were 17 residents present, 2 personal support workers (PSWs), 1 registered nurse (RN), and 1 family member. The notes accompanying the diagram: The 2 PSWs share the work, serving, collecting dishes, and feeding in between. Feeding is interrupted numerous times to orchestrate the serving of the meal and picking up dishes throughout the three courses. a total of 23 minutes for both people, each of whom required total assistance. During this meal, staff was only able to spend between 2 minutes for some and up to 23 minutes for others, assisting more than one person at once and stopping numerous times throughout their meal.
When asked how long it takes to feed someone properly, the dietitian reported, Yeah, it depends . . . I've seen people complete a meal in 15 minutes because they're just such good eaters and they have no swallowing difficulties and they're just willing to open their mouth and they just swallow so they're done in 15 minutes. And then I see some people that could take an hour. (Ontario interview with dietitian)
As indicated on the dining maps, staff on average spent 5 minutes to 15 minutes assisting one or two people at a table if they were able to sit for any length of time, but in some instances we would see them spending as little as 1 minute and in one instance as long as 30 minutes. Frequently, they spent 2 minutes to 5 minutes with each person requiring assistance but this was often broken into intervals, often interrupting the resident's meal to Note. This map was created on a Tuesday, during dinner from 5:00 p.m. to 6:00 p.m. There were 40 residents present, 4 personal support workers (PSWs), 6 family members, 1 companion, 2 recreation therapists, and 2 dietary aides. The notes accompanying the diagram: 4:55 p.m., bringing people in. One man upset. PSW gives him four slices of bread. Female resident helps another at her table, giving her fluids. Told by PSW to sit down after almost all of juice is given. 5:15 p.m., 5 PSWs in dining room, 3 assisting residents with eating, 2 serving, and 1 PSW assisting 3 residents with eating in the hallway. Companion talkative, resident keeps getting up. Dietary aide comes out once to give an entrée to a resident. One resident playing a lot, wiping mouth. Another female resident is very agitated through the meal. Her daughter comes in at the end of the supper hour. At 5:50 p.m., the PSW comes in from feeding 3 residents in the hall and takes over with feeding at far right table with 2 women residents.
assist other residents who also required help ( Figures  7-11) .
We often observed care aides under tremendous pressure to hurry. Rather than sitting down, some PSWs were observed standing up while assisting residents with eating (see Figure 9) , which increased the perception of time pressure. Furthermore, when being fed by someone standing, people tend to look up and tilt their heads back, potentially placing them in an unsafe swallowing position, increasing the risk of choking. In contrast to the 1 minute to 15 minutes typically spent by busy care aides assisting often multiple residents at a time, the informal caregivers (family members, paid companions, volunteers) and the recreation therapists all spent a minimum of 25 minutes to 30 minutes and as many as 60 minutes assisting one resident (see Figure 10 ) while sitting with them the entire time. Thus, those who had a companion or family member assisting could take more time, giving the resident a more relaxed and safe eating experience, allowing them for example, more time to swallow. At particular meals, such as those when volunteers and recreation therapists were available, residents also had more time to dine. Additionally, the notes taken during one of the supper mealtimes pointed to the lack of independence the residents were afforded. For instance, one woman resident was discouraged from helping another resident who required assistance to take a drink.
5:30 p.m. A woman resident tries to give another resident a drink. A PSW quickly comes over, takes the drink out of her hand and reminds her "We feed her." (Ontario fieldnote)
Our observations indicated that staff did not facilitate resident involvement with assisting others in the dining room or in making food choices at the time of the meal. The closed serveries operated by dietary staff found in the Canadian site additionally did not facilitate resident involvement in mealtime activities or even allow them to see food being prepared. This was unlike what we observed during European site visits where residents had access to full kitchens, and in particular, the German Site 1 where they were encouraged to use their skills and abilities in food-related activities and to help others with eating. We further observed some residents situated in the hallway who were assisted with eating away from the larger group of residents (See Figure 9) , which restricted any opportunity for social contact during the mealtime.
Dining Map Comparisons Across Sites
The dining maps show how staffing decisions affect the dining experience, with fewer staff resulting in rushed meals and insufficient time allotted to assisting residents with eating. In the homes with lower staffing levels, residents sometimes sat for long periods of time before being helped, and were often fed quickly in big spoonfuls to get the job done. Furthermore, the residents' meals were often interrupted while staff stopped assisting to do something else, then came back a few times before finishing. Even in one Norway home, with the staff to resident ratio of between 1:6 and 1:8, the residents were often left alone for periods of time while staff tended to other mandated tasks. Food service provision in the Canadian home was further directed by dietary staffing and set mealtime regulations, which resulted in minimum quantity of dietary services staff for as few hours as possible.
Family members, volunteers, apprentices, and paid companions (as well as recreation therapists in the Ontario home) who assisted residents during meals helped alleviate some of the burden faced by care staff. They were able to spend longer periods of time with the residents to make it a nonrushed dining experience for that particular meal. However, during meals when unpaid workers and recreation therapists were not available such as on the weekend (see Figure 11) , staff was rushed with Note. This map was created on Wednesday, during lunch between 11:50 a.m. and 1 p.m. There were 39 residents present, 6 personal support workers (PSWs), 1 registered/licensed practical nurse (RPN/LPN), 3 companions, 2 recreation therapists, 3 volunteers, 1 student, and 2 dietary aides. The notes accompanying the diagram: The student waits for food to be served to the table from 12:12 p.m. to 12:20 p.m. She took 22 minutes to feed the resident with no interruptions. Note 2: PSW feeds in 2 minutes, then goes back and forth to give resident his drink. Three PSWs serve during the meal and 1 dietary aide comes out of the servery to help. Four PSWs feeding standing up as there are not enough stools. Some residents wait for the main meal to be served. The student feeds fast and puts in large mouthfuls. At 12:45 p.m., there are only 10 residents left in the dining room, all of whom are independent eaters. many people to assist resulting in poor-quality dining experiences.
In addition to food being prepared on-site, we discovered other features that have an impact on the dining experience in LTRC. As indicated by the dining maps, the physical layout of the dining space, for example full kitchens that were accessible to staff and residents, enabled cooking on the units and resident involvement, versus enclosed serveries where dietary staff prepared and plated all of the food. Locked kitchens and refrigerators, and the absence of cooking appliances not only create resident dependency, but additionally also restrict the ability to make or assist in preparing meals, to share meals with families and friends, and to enjoy homelike kitchen aromas. The intimate dining spaces, with room for mobility devices such as walkers and large wheelchairs, also resulted in less rushing, with fewer people to help into and out of the dining room and fewer people to assist with eating if required, which ultimately led to more pleasant dining experiences. The heated carts that were seen in Norway and Germany combined with smaller units and more care staff, who in most sites had a blurred division of labor, took away the need for dietary staff, thereby increasing flexibility and extending mealtimes beyond the restrictive 1 hour seen in the Canadian home.
Discussion
For this article, we used the dining maps as a new method of capturing mealtime complexities in four LTRC care settings in Germany, Norway, and Canada. Similar to others (Diamond, 1992; Kayser-Jones & Schell, 1997; Mathey Note. This map was created on a Saturday, during dinner between 5:00 p.m. and 6:00 p.m. There were 39 residents present, 4 personal support workers (PSWs), 1 registered/licensed practical nurse (RPN/LPN), and 5 family members. The notes accompanying the diagram: One PSW serves drinks, another soup. A husband helps another resident with bib, and with set up. Only four milks are handed out. (Name of resident) keeps getting up to leave. Note 1: 5:10 a.m. to 5:39 p.m. Assists with eating for 7 minutes, stops, 1 minute, stops to get food, 6 minutes, stops to set up another man, 11 minutes (assists 3 residents at table in this time). Note 2: 5:18 p.m. to 5:25 p.m. 3 minutes, stops to sit resident down, 1 minute stops to cut meat, 7 minutes (assists all 3 residents at table in this time). Note 3: Assists resident with eating in hall, starts at 5:10 p.m. to 5:20 p.m., stops, 5:22 p.m. to 5:27 p.m. Note 4: PSW goes between 2 women at the table, both of whom need total assistance with eating 5:31 p.m. to 5:54 p.m. to complete both. 6:02 p.m., 2 family members still assisting. RPN assists resident with eating in bedroom. Yen, 2003) , we discovered that low staffing levels found in some homes result in rushed meals and lack of ability to spend quality time enhancing the dining experience. This rush leads to staff feeding residents too quickly, an additional finding that echoes other research (Kayser-Jones & Schell, 1997; Pierson, 1999; Sloane et al., 2008) . We found in contrast, those who can afford to spend time with one resident during the meal such as care staff in the homes with higher staffing levels, and family members, paid companions, and volunteers, tended to spend a minimum of 25 minutes to 30 minutes and as long as 60 minutes helping residents eat, which facilitates a more pleasurable and relaxed dining experience for residents and staff, as well as greater food intake. Confirming this, Simmons and Schnelle (2004) conducted an intervention study with 134 LTRC residents who required help with eating, providing one-on-one assistance with meals spending 35 (±8) minutes with each resident, and found that 90% significantly increased intake and enhanced selffeeding ability.
Back in 2000, based on their findings, Greene Burger, Kayser-Jones, and Prince Bell, reported that a minimum of 20 minutes to 30 minutes is required to adequately assist a dependent resident with eating and provide a quality dining experience. We echo this recommendation. We also concur with the American Dietetic Association, who acknowledged in 2005 that encouragement and reminding those who need it to eat takes extra time thereby increasing staff time requirements (ADA, 2005 (ADA, , p. 1959 . Although Ontario's Ministry of Health and Long-Term Care (MOHLTC; 2008) recognizes the need for additional investments into mealtime assistance, this recommendation has not been realized in practice in Ontario due to funding restrictions. We previously reported on two Ontario LTRC homes and showed how mealtimes were complicated by funding restrictions which, among other outcomes, led to low staffing levels that diminished the place of dining as an important form of social engagement . Regulations and administrative policies governing the amount of funding for raw food, the type and minimum quantity of dietary services staff, hours allotted to eating, and the recording of residents' consumption patterns and dietary behaviors all limit food enjoyment . It has been known for decades that low staffing levels directly affect quality of care Simmons, Osterweil, & Schnelle, 2001 ) and has been well-documented as a critical concern in LTRC (Armstrong & Daly, 2004; Diamond, 1992; Kayser-Jones & Schell, 1997; Leydon & Dahl, 2008; MOHLTC, 2008) . Dining is an essential component in residents' quality of life.
"Research suggests that the goal of foodservice should be to create a meal situation as natural and independent as possible, comparable with eating at home" (ADA, 2005 (ADA, , p. 1959 . It should be a social as well as a functional time, a pleasurable experience for residents and care workers. Our research indicates that a natural and independent mealtime requires a number of factors in addition to adequate staffing. For instance, we found that in some European sites, the dining spaces accommodated fewer residents but still allowed ample room for mobility aids. These dining rooms were equipped with full open kitchens that enabled food aromas, and practices that encouraged resident involvement. Food was also organized in a manner that facilitated flexible and extended mealtimes, an observation confirmed as being a significant quality of life enhancing element in long-term care dining arrangements (Adams, Anderson, Archuleta, & Smith Kudin, 2013) . Much of the food was prepared on-site, sometimes with assistance from residents in a way that promoted an idea of home and helped prevent boredom.
Conclusion
To conclude, in alignment with feminist political economy, in this study, we view care as relational, and promising practices are understood as those that help residents flourish. Dining as a quality of life indicator needs to take priority. As reported by the ADA in 2005, in addition to dietary considerations for physiological well-being, positive food experiences are necessary for cultural, social, and psychological quality of life. However, low staffing levels resulting from budget constraints lead to rushed meals because the workload is too heavy: There are too many people requiring assistance, and their needs fluctuate. In LTRC homes that have low staffing levels relative to the number of residents who need care, additional government support is required so that the recommended 30 minutes can be realized at every meal for all residents who are dependent on others to eat and so there is time available for social interaction with all residents. Additional care staff is required so that sufficient time can be spent assisting with eating, and greater attention can be paid to enhancing resident autonomy and independence, while creating positive, relaxed eating environments. We illustrated the largely invisible unpaid work of family members, volunteers, and students that takes place in LTRC dining rooms, and how this underscores the need for more staff. There needs to be less reliance on these individuals and on paid companions to augment care provision . Attention to this important matter would further assist in alleviating family members' fears that basic care needs of their relatives are not being met in their absence.
Consideration must also be given to dining room features and how food provision is organized. Having onsite kitchens where food services are not contracted out offers the ability to cook a variety of fresh, quality food items that can be prepared and served immediately. Furthermore, open unit kitchens with smaller dining rooms provide the ability to enjoy kitchen aromas while facilitating resident involvement in meaningful mealtime activities. Dining spaces that provide ample room for easy movement and accommodation of mobility assistive devices such as wheelchairs and walkers is a further consideration. In contrast, inaccessible kitchens and serveries create resident dependency and restrict autonomy. This is compounded by detailed divisions of labor seen in some homes, regulations directing food service and hours, and cost containment strategies including set mealtimes, minimal staffing, and restricted time allotted for meals, which leads to rushed, poor-quality dining experiences. Emphasizing quality of life in service planning and implementation is imperative to give residents of these settings the dignity and respect they deserve.
Limitations
The purpose of this study was to identify promising practices related to the dining experience rather than to prove particular causes or patterns. This study involved three facilities in Germany and Norway and one LTRC home in a Canadian province: As the research projects move into data analysis and dissemination phases, new knowledge on this topic and other relevant areas of interest will add to the body of literature on long-term care.
